Mr. H. J. BANKS-DAVIS said he did not think the facial paralysis did clear up easily in those cases. He was impressed by two cases in particular. One was that of a nurse, who had had acute otitis media, with nothinlg in the way of symptoms except a slight pain in the ear. Her face was paralysed, the paralysis having come on within three days. He thought it better to do nothing, but the facial paralysis became rapidly worse, and reaction of degeneration was distinctly present. He then opened the mastoid antrum, and the condition cleared up, but only very slowly. Facial paralysis was liable to continue for a long time, and he thought the mastoid should be opened, as there might be something pressing on the nerve. When he saw aural cases with facial paralysis he admitted them as urgent cases, and opened the mastoid without delay. The other woman to whom he referred had had her facial paralysis two years before recovery under electrical treatment; yet both of these cases were apparently identical.
Mr PATIENT, a male, aged 24, suffered from frequent attacks of giddiness so severe as to make him to fall down. He had chronic suppuration in the left ear, which was satisfactorily dealt with by a modified mastoid operation, but the vertiginous attacks persisted and it was found that they were excited by the slightest pressure on the right tragus. The right malleus was found to be absolutely tied down to the promontory by cicatricial adhesions. After the removal of the ossicles the vertigo disappeared almost entirely and it could no longer be induced by pressure on the tragus.
The explanation of the relief is probably that the malleus fixation rendered the incus and stapes immobile and that the pressure of air when the tragus was pushed in acted upon the membrane of the round window with an abnormal degree of disturbance of the internal ear owing to the loss of the safety-valve action of the stapos in the fenestra ovalis.
The hearing power for the whisper on the right side has improved from 5 ft. (before) On February 1, 1922, swelling noticed in operation scar. This swelling burst; the discharge was at first blood-stained, then clear. The discharge persisted. It was not at this time realized that it came from the parotid. May 22, 1922 : Wound opened up and curetted. It was discovered that the sinus did not lead into -the mastoid cavity.
Present condition: Middle ear healed. Depressed scar over mastoid with very small opening from which saliva persistently drains. The flow is increased by getting the patient to chew something, such as a sweet. The fluid has been examined by Dr. Panton, who reports that diastase is present in large amount.
The patient will shortly be readmitted, and it is proposed to cauterize the fistula.
DISCUSSION.
Mr. H. J. BANKS-DAVIS said that four years ago1 he showed a man, aged 50, with parotid fistula, who came to the casualty department with " earache," and developed a small abscess at the tip of the mastoid. It was opened by the house surgeon and a clear salivary discharge developed from the minute scar in the neck. Healing was very slow. He tried cauterizing it, and eventually it was cured by ionization. Cauterizing might make the sinus larger, and he would suggest ionization with a metal probe in the sinus first.
